Laparoscopic inguinal hernia repair is the preferred approach in most centers. One of the most common complications encountered is seroma. Majority are asymptomatic and resolve with time. Very rarely, the seroma can lead to the formation of a giant pseudocyst. Hereby, we described a case of recurrent seroma leading to a giant pseudocyst post-laparoscopic inguinal hernia repair that failed conservative management requiring laparoscopic fenestration of the pseudocyst.
Introduction
Laparoscopic inguinal hernia is the preferred approach due to less post-operative pain and quicker recovery. It can be performed either by the transabdominal (TAPP) or extraperitoneal approach (TEP). One of the commonly reported complications is seroma formation. In a series of 450 cases of TEPs, the reported incidence of seroma was 7.2% [1] . Majority of them required purely observation; oral lysozyme and percutaneous aspiration were reported not to be effective [1] . However, none of the cases required surgical intervention, and the mean time required for resolution of seroma was 2.4 months [1] .
Nevertheless, the formation of a giant pseudocyst (defined as > 10 cm in diameter) is an extremely rare complication with an incidence of 0.45-0.88%, with experience mostly after incisional hernia repair [2, 3] . Herein, we report a case of giant pseudocyst after uncomplicated TEP repair of inguinal hernia requiring surgical intervention. The technique employed is shown in a video.
Case Report
A 86-year-old lady was initially undergoing rehabilitation following a left hip arthroplasty. During the rehabilitation, she complained significant right groin pain that was exacerbated by movements. Clinically, there was no palpable mass in the right groin but cough impulse was present. A right groin ultrasound revealed an indirect inguinal hernia containing nonreducible fat and a femoral hernia containing reducible fat. Her past medical history included heart failure, ischaemic heart disease, and previous transient ischaemic attack. She was on clopidogrel and prophylactic dose of heparin.
She underwent laparoscopic TEP repair of right inguinal and femoral hernia. Intraoperatively, the indirect hernia sac was small. A polypropylene 3DMax™ light mesh (Bard) was placed without any tackers. At day 10 post-operation, she developed a large fluctuant swelling at the right lower quadrant and developed urinary retention. A computed tomography (CT) of the abdomen and pelvis was organized and showed a pseudocyst measuring up to 15 cm in diameter ( Fig. 1 ). As she was symptomatic, an ultrasound-guided percutaneous aspiration of the pseudocyst was organized-which aspirated 600 mls of serous fluid ( Fig. 2a ). Over the next 8 weeks, she had recurrence of the pseudocyst and percutaneous aspiration was repeated thrice. All the microbiological cultures were negative.
We decided to perform a laparoscopic fenestration of the pseudocyst to promote internal drainage (Video 1). Optical entry was used at the left upper quadrant to establish pneumoperitoneum. The pseudocyst was identified at the right lower quadrant. A needle was placed through the abdominal wall to aspirate the content of the pseudocyst for confirmation. A hook diathermy was used to create a window in the pseudocyst and the content was suctioned. Laparoscopic scissor was used to fenestrate the pseudocyst. An inspection of the mesh showed that it has been well incorporated. Laparoscopic absorbable tackers were used to reduce the size of the pseudocyst.
An ultrasound 10 weeks post-operation did not show any recurrence of the pseudocyst (Fig. 2b ).
Discussion
Seroma after laparoscopic inguinal hernia repair has been reported as one of the most common complications. The incidence ranges from 1.9 to 7.2% [1] . Very rarely, the seroma can be infected and require surgical explantation of the mesh. A few risk factors have been identified to increase its formation risk: old age, larger sac, inguinoscrotal sac extension, combined hernias, and use of antiplatelets/anticoagulants [1] .
A pseudocyst can be defined as a cystic seroma with no epithelial lining. To the best of our knowledge, this is only the second case report of laparoscopic fenestration of the pseudocyst post-TEP inguinal hernia repair [2] . Ielpo and colleagues described two cases of giant pseudocyst formation after open inguinal hernia repair, both requiring open excision of the pseudocapsule [4] . Surgical intervention was performed in our case due to failure of multiple percutaneous drainage, and the reported success with sclerotherapy in the literature is variable [2] [3] [4] .
Various strategies have been proposed to reduce the incidence of seroma formation: placement of a drain, use of a fibrin sealant or tacks, delayed postoperative physical activity, use of pressure dressings, use of endoloop technique [1, 5] .
Recent studies reported some degree of efficacy for the reduction of seroma formation with placement of drain. However, it is important to remember that seroma formation is an ongoing natural healing process that may take up to weeks to halt. In our practice, the cases are usually performed as day cases. Placement of a drain may not be feasible in this setting. In fact, some authors do not consider it as a complication unless it is symptomatic and persistent more than 6 weeks. If ultrasound is used, almost all patients would develop asymptomatic seroma and majority of them resolves with time. 
Conclusion
In our case, the most likely predisposing factors to her giant pseudocyst formation were being elderly, history of heart failure, and use of antiplatelet/anticoagulant. Our laparoscopic fenestration of the pseudocyst is an effective approach for symptomatic patients that failed all interventions including percutaneous aspiration.
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